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Abstract 
 
The impact of familial relationships, as both protective and risk factors, on the 
development and treatment of eating disorders (ED) is a frequent topic of research (Cordero & 
Israel, 2009; Enten & Golan, 2009). However, Parental Gender Disappointment (PGD) as related 
to ED is one family dynamic that has not been studied. PGD may occur when a child is not born 
the gender of their parent’s prenatal preference and the negative impact it can have on the child 
has been demonstrated (Stattin, 1991).  
This study sought to examine the potential relationship between Perceived Parental 
Gender Disappointment (PPGD) and ED through exploring 3 hypotheses. The 1st hypothesis 
stated there would be higher endorsement of PPGD among women with ED than among those 
without. The 2nd hypothesis submitted that participants with Anorexia Nervosa would more 
frequently endorse PPGD than participants with other ED diagnoses. Our 3rd hypothesis 
suggested that clinical group participants would have first names rated as being more masculine 
than non-clinical group participants. 
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The clinical (ED) group was recruited through an online discussion forum dedicated to 
eating disorders and the non-clinical group was recruited through social networking. Both groups 
were screened for ED with a brief questionnaire developed to assist physicians in recalling 5 
diagnostic questions by using the acronym SCOFF. Additionally, participants were asked to 
complete the researcher’s Family and Gender Role Survey (FGRS). Means of PPGD scores from 
both groups were compared using an ANOVA. Additionally, an ANOVA was used to compare 
of means of PPGD scores among women from each ED diagnostic category. Finally, a third 
ANOVA was run to compare femininity-masculinity ratings of all participants’ first names. 
While these analyses did not yield statistically significant findings, the clinical significance was 
highlighted by the participants’ candid comments regarding their experience with PPGD. This 
qualitative data provided deeper insight into potential clinical implications of PPGD as well as 
directions for future research. 
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Chapter 1 
Introduction
 
The National Eating Disorder Association (NEDA) estimates approximately 20 million 
women and 10 million men in the United States struggle with an Eating Disorder (ED) at some 
point in their lives. In comparison, NEDA reports that 5.1 million individuals in the U.S. suffer 
from Alzheimer’s Disease and 3.4 million from Schizophrenia. Despite these facts, in 2011 The 
National Institute of Health granted 450 million dollars for the research of Alzheimer’s and $276 
million for Schizophrenia research, yet only $30 million was granted for the research of ED 
(NEDA, 2011). Alzheimer’s and Schizophrenia are devastating diseases that certainly warrant 
national attention. However, the National Alliance on Mental Illness (NAMI; 2013) states that 
“Anorexia Nervosa has the highest mortality rate of any psychiatric illness,!both due to the 
complications of malnutrition and the high rate of suicide in this population. ” Clearly, women 
battling ED can reach levels of great distress and suffering. Yet only 33.8 % of individuals with 
anorexia are receiving treatment (NAMI, 2013). With this disease being both prevalent and 
highly impactful in the lives of many, it behooves us to add to the research in order to increase 
awareness and build on the knowledge we have about the etiology and treatment of ED.  
Perfectionism 
Women with Anorexia Nervosa and Bulimia Nervosa have a tendency to display strongly 
internalized demands for perfection regarding their physical appearance and otherwise, as well as 
a high reliance on the approval of others (Bardone-Cone et al., 2006; Pearson & Gleaves, 2006; 
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Sheldon, 2010). Podar, Hannus and Allik (1999) assert that personality factors, such as 
neuroticism, may have greater impact on the development of eating disorders symptoms than 
emotional state. The perfectionism and approval seeking characteristics may make women who 
possess them more vulnerable to developing an ED compared to peers with less rigid 
expectations of themselves and those for whom social approval is not as central to their sense of 
self. It is possible that the chronic, underlying sense of not being good enough is related to 
experiencing PPGD and perfectionism is one coping mechanism for dealing with it. 
Discussion of the role of perfectionism in disordered eating has been present in research 
literature for decades. In 1986, David M. Garner wrote about using Aaron Beck’s model of 
Cognitive Behavioral Therapy to alter misconceptions held by patients with an ED, including 
ideas about perfection. More recently, Pearson and Gleaves (2006) were careful to point out that 
it is important to be able to discriminate between perfectionism that holds adaptive value and 
perfectionistic traits that trend toward “neurotic or maladaptive perfectionism” (p. 226) which 
have the capacity to be more damaging. Their suggestion for making this distinction lies within 
the individual’s ability to change or adjust their expectations and standards as necessary upon re-
evaluation. The rigidity of a neurotic perfectionist’s expectations of themselves manifests in 
ways such as being unable to accept when they have made a mistake or when they are unable to 
reach a set goal. They then may experience these perceived failures as a negative reflection of 
themselves which, for someone who is a neurotic perfectionist, may be hugely distressing. 
Sociotropy 
While no one likes to feel they have failed, individuals with a high need for and 
dependency on social approval can be devastated by even the smallest mistakes. This obsession 
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with approval is referred to as sociotropy and it serves the purpose of avoiding social rejection 
and maintaining attachment (Duemm, Adams, & Keating, 2003). Unlike perfectionism, which is 
often self-critical and controlling, sociotropy involves “preoccupations about interpersonal 
relationships and is characterized by excessive dependency, conformity, concern for others’ 
opinions, and intense fear of abandonment by significant others” (Narduzzi & Jackson, 2002, p. 
390). This cognitive characteristic has been shown to be present at significantly higher levels in 
bulimic and anorexic individuals when compared to controls. In fact, due to the commonly 
occurring co-morbidity of depression and ED, Hayaki, Friedman, Whisman, Delinsky and 
Brownell (2003) conducted a study in which they measured levels of sociotropy in bulimic 
women while controlling for depression. They found that women struggling with bulimia were 
still significantly higher in sociotropy than those in the control group independent of depressive 
symptoms. Moreover, sociotropy was shown to be a better predictor of bulimia than depression. 
This supports the idea that the presence of high dependence on approval of others is a significant 
risk factor. Perhaps the perceived lack of unconditional approval (assuming the only perceived 
way to have unconditional approval is to be male) drives the higher levels of sociotrophy. 
Alexithymia 
A third characteristic that is often present in individuals with an ED is alexithymia. 
Alexithymia is a cognitive construct characterized by extreme difficulty with identifying and 
expressing emotion. Speranza, Loas, Wallier and Corcos (2007) described alexithymia as, “a 
diminution of fantasy, and a concrete and externally oriented thinking style” (p. 365).  
Interestingly, their study found that “difficulty in identifying feelings can act as a negative 
prognostic factor of the long-term outcome of patients with eating disorders” (p. 370). 
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Individuals with an ED often experience their uncertainty about emotions as stressful and 
confusing. Due to the lack of clarity regarding their feelings, when activating emotional events 
arise, women who have an ED and are high in alexithymia may rely on their ED as a 
maladaptive coping skill. This may take the form of binging, purging, psychomotor agitation, 
over exercise, etc. These physical activities may relieve their distress for a while, thereby 
positively reinforcing their disordered eating behaviors. The ability for clinicians to identify 
alexithymic clients and break down the construct into the two factors, identification and 
expression of emotion, may prove helpful in providing a more customized treatment approach as 
well as helping in determining the client’s prognosis (Speranza et al., 2007). The chronic pain, 
stress, and pressure resulting from PPGD (trying so hard to please and having it fail) may teach 
that it is safer not to feel or express negative feelings to others. 
Parental Rejection 
 The perception of being rejected by one’s parents is associated with increased 
psychopathology such as clinical and non-clinical depression, conduct problems, behavioral 
disorders, and substance abuse issues (Hale, Val Der Valk, Engels, & Meeus, 2005; Khaleque & 
Rhoner, 2002; Rohner, Khaleque & Cournoyer, 2005). McAdams, Dewell and Holman (2011) 
wrote about the negative emotional effect of parental rejection on children, referred to as 
“chronic sorrow” and how it may be treated. They discussed research from Aske, Hale, Engles, 
Raaijmakers and Meeus (2004) which indicated perceived parental rejection can leave children 
more vulnerable to “excessive emotional responses, especially intense anger and grief” 
(McAdams et al., 2011, p. 28). More specifically, children who perceive rejection from their 
parents were shown to be more prone to developing depression and aggressive behaviors. In fact, 
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they studied personality type of children as a moderator for perceived parental rejection and the 
presence of depression and aggression. One of their findings stated that girls who exhibit high 
ego-control (described as “the tendency to contain emotional and motivational impulses versus 
the tendency to express them”) reported higher levels of depression in response to feeling 
rejected than girls exhibiting ego-resilience or low ego-control (Aske et al., 2004, p. 981).  
 Dominy, Johnson, and Koch (2000) examined parental acceptance-rejection in women 
with Binge Eating Disorder (BED) and found that “obese women with BED perceived their 
fathers as significantly more rejecting than their mothers” (p. 23) in addition to perceiving their 
fathers as more rejecting when compared to obese and nonobese women without eating 
disorders. Dominy et al. (2000) also submitted that despite early theories about the act of binging 
being an unconscious internalization of the object of the mother (Shulman, 1991) and purging 
being a symbolic rejection of the father (Carmicle, 1995), their results suggested that “binge 
behavior may carry different meanings among people with different eating disorders and even 
among different individuals” (Dominy et al., 2000, p. 31).  
Gender 
It has been suggested that PGD can have negative effects on parenting such as “playing 
time with the child, perceived problems in the child and parent-child relations” (Stattin, 1991, p. 
145). Stattin’s work was a longitudinal study that began with interviewing pregnant women 
about their preference (and their report of the father’s preference) regarding their child’s gender 
before delivery. He then followed up with them one month post-delivery and asked how they had 
reacted to the actual gender of their child. This resulted in two groups: congruent (the child’s 
gender was the same as the parents had desired) and incongruent (the child’s gender was not the 
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same as the parents had desired). From there he tracked the parent’s report of their relationships 
with their child each year until the child turned 18. In addition, Stattin obtained retrospective 
reports of the parent-child relationships over the years from the child once they turned 25. One 
particular point of interest is the finding that “stronger negative implications in the long run” 
(Stattin, 1991, p. 145) are present for girls being born to parents who had desired a boy than for 
boys born to parents who had desired a girl. Interestingly, the negative effects for girls whose 
gender did not coincide with their parent’s stated prenatal preference showed up more in their 
relationship with their father than with their mother.  
Jorgenson (2010) found that the ED patient’s relationship with their family was a 
significant predictor of long term treatment outcomes. Moreover, it was determined that the 
patient’s relationship with their father significantly contributed to a large portion of the variance. 
Mother-daughter relationship has long been a focus in eating disorder research. Now the 
importance of the paternal relationship in relation to the daughter’s eating disorder 
symptomatology is beginning to be a topic of interest (Fernandez-Cosgrove, 2009). However, it 
should be noted that the Academy for Eating Disorders (le Grange, Lock, Loeb, & Nicholls, 
2010) cautions us, as mental health providers, against believing or teaching that family variables 
are the primary cause of eating disorders. ED is a complex and multi-determinate disorder; 
family dynamics can be one or several of these determinates. Research supports that there are 
innumerable ways in which family dynamics can influence eating disorder symptoms in terms of 
its beginning, maintenance and treatment (Bulick, Sullivan, Fear, & Pickering, 2000; De Panfilis, 
Rabbaglio, Rossi, Zita, & Maggini, 2003; Kluck, 2008; Polivy & Peter, 2002) . The AED’s 
position is that when possible, family therapy should be integrated into the treatment of eating 
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disorders especially for minor-age patients. However, the specific dynamics impacting each 
family and each patient vary greatly. By adding research on specific relational themes, such as 
the impact of being born the opposite gender from the parent’s preference, we can help equip 
clinicians to be able to identify and address this possible salient relational issue for ED clients.   
Purpose of this Study 
The purpose of this study was to determine whether there is a relationship between 
daughters’ experience of PPGD and the presence of ED. Individuals with ED can possess distinct 
characteristics that play a role in their disorder. Needing to be perfect and a great dependence on 
social approval coupled with trouble identifying and expressing feelings may result in using 
behaviors, rather than words, to express needs. One way this can manifest itself is through 
disordered eating. Eating disorders often serve varying functions for different individuals (Fox, 
Larkin, & Leung, 2011). Therefore, it becomes imperative that we, as researchers and clinicians, 
get as familiar as possible with the various functions an eating disorder may serve. In that way, 
we can assist patients in beginning to identify thoughts and feelings that may underlie their 
eating disorders. 
One way we can continue to isolate specific factors that may be driving our clients’ 
symptoms is by consulting with clinicians that specialize in the treatment of eating disorders. It 
seems a reasonable place to start since they see a wide variety of clients with ED and may be 
able to identify themes.  
Dr. Mary Franzen Clark, an Eating Disorder Treatment Specialist from Northville, 
Michigan notes: 
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After working with eating disorder patients for over 25 years, and other specialists agree, 
I have noticed a pervasive sense, especially with anorexic patients, of "not being good 
enough." Here are bright, intuitive females, with all the successful accoutrements (grades, 
sports, music, etc.), who still don't feel "good enough."  When investigating family 
histories, I have often discovered that the woman was "born wrong", i.e., the family (one 
or both parents, especially the father) preferred a boy or desperately wanted a boy when 
this girl was born.  On some occasions, the girl was given a female version of a male 
name (Norma, Paula, Jo), or discover that she was named for a male family member, or 
was given a "male" nickname, etc.  Thus, even though it was never or rarely verbalized 
(although sometimes verbalized often), she has lived with a chronic underlying sense that 
she could never be what the parent(s) really wanted--a boy.  No matter what she does, 
accomplishes, or tries so hard to please them, it feels like never enough.  She can't be a 
boy.  When a patient of mine connects to this insight, it helps "put the pieces together" 
for her, and makes "sense" of the "never good enough" feeling she has lived with.  When 
this truth can be affirmed and processed it can free the patient stop the striving for an 
approval she can never receive.  It seems to de-pressure one of the core issues which 
feeds into the anorexia.  She can gain a sense of authentic power and control from 
validating her sex and personhood, gradually eliminate needing it from the parent(s), and 
hopefully not need the pseudo power of the anorexia to do it for her.  There are so many 
etiological factors in anorexia, and any time we can find one to eliminate certainly helps. 
(personal communication, April 17, 2012). 
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For the present study, the following hypotheses were investigated. Hypothesis one (H1) 
stated that women who have an eating disorder would more frequently endorse PPGD than 
women who do not have an eating disorder. Hypothesis 2 (H2) submitted that, due to the drive 
for perfectionism that is imbedded in Anorexia Nervosa, we would see a higher endorsement of 
PPGD in participants with Anorexia than in those with Bulimia, Binge Eating Disorder, or ED 
NOS. The third hypothesis (H3) suggested that the names of women who have eating disorders 
would be rated as being more masculine on a femininity-masculinity scale, as judged by others. 
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Chapter 2 
Methods
 
Participants   
Participants for the clinical group were recruited using www.prettythin.com (a website 
featuring forums for discussion about eating disorders). Participants for the non-clinical group 
were recruited through a social networking site. No compensation was offered to either group for 
completion of the survey. All participants were asked to complete a survey developed by the 
researcher and a 5-question ED screener called the SCOFF. Based on these two instruments, 
some people who had completed the surveys were removed from the final sample. The 
characteristics of the final sample, as well as the number of respondents who were removed, are 
described in the demographics portion of the results section of this paper. 
Instruments 
Family and Gender Role Survey. The researcher developed a survey for participants to 
complete, titled generically the Family and Gender Role Survey (FGRS). The survey included 
demographic information (first and middle name, age, gender, and ethnicity), relation of any 
relative(s) they were named after, any nicknames and who gave it to them, age and gender of 
siblings, and whether they have ever received an ED diagnosis. In addition, there was a 5-point 
Likert-type scale for participants to indicate the extent to which they felt their parents 
experienced PGD at the time of their birth. Additional space was given for participants to leave 
any additional comments or qualitative information they wished to (see Appendix A). 
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SCOFF. To screen for eating disorders, each participant was given an ED screener 
known as the SCOFF, so named as a way to easily recall the five questions it is composed of 
(Hill, Reid, Morgan, & Hubert Lacey, 2010): 
1. Do you make yourself Sick because you feel uncomfortably full? 
2. Do you worry that you have lost Control over how much you eat? 
3. Have you recently lost more than One stone (14 lb) in a 3-month period? 
4. Do you believe yourself to be Fat when others say you are too thin? 
5. Would you say that Food dominates your life?  
Name Rating Survey. The first names of participants in the clinical and non-clinical 
groups were compiled in order to have their perceived femininity-masculinity rated. Names 
occurring multiple times in the sample were only ranked once by raters; however, duplicate 
names were included in the data analysis using the mean rating obtained from the survey. Names 
that occurred more than once but had different spellings (i.e., Sara and Sarah) were both included 
in the ranking list. Ten raters were recruited through personal contacts of the researcher. They 
were unaware of the study’s hypotheses and had to be over the age of 18, but otherwise were not 
required to meet any criteria to participate. They were directed to an online survey through 
Survey Monkey. They were asked to enter limited demographic information (age and ethnicity) 
and to rank each name on a 7-point Likert-type scale ranging from Very feminine to Very 
masculine (see Appendix B).  
Procedure 
Participants for the clinical group were required to be female, over the age of 18, and 
screen positive on the SCOFF eating disorder screener. Participants reporting diagnoses of 
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Anorexia Nervosa, Bulimia Nervosa, Binge Eating Disorder, Eating Disorder Not Otherwise 
Specified (ED NOS), or Binge Eating Disorder were included. Participants for the non-clinical 
group were required to be female, over the age of 18, and screen negative on the SCOFF.  
Hill et al., (2010) determined that the “optimal threshold” for the SCOFF is two or more 
positive responses. Therefore, data from participants in the non-clinical group with ! 2 positive 
responses were excluded. Additionally, participants in the clinical group with " 1 positive 
responses were considered a negative screen and were excluded from data analysis. 
 Responders who chose to participate were instructed to click on a web link which 
directed them to the online survey through Survey Monkey. First, they were directed to read 
through the informed consent and indicate whether they wished to continue to the survey. From 
there, participants in both groups were given the SCOFF screener and the FGRS (see Appendix 
A). In order to detect potential order effects resulting from completion of the SCOFF before or 
after the FGRS, some participants were presented with the SCOFF first and some were presented 
with the FGRS first. 
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Chapter 3 
Results
 
Participant Demographics 
The purpose of this study was to determine whether there is a relationship between 
daughters’ perception of PGD and the presence of an eating disorder. The initial sample gathered 
consisted of 362 females and 12 males. Participants ranged in age from 18 to 60 and had a mean 
age of 29.33 (SD = 10.96). They identified as 91.8 % Non-Hispanic White, 3 % Hispanic or 
Latino/a, .7 % Black or African American, 3 % Asian or Asian American, .7 % Hawaiian or 
other Pacific Islander, and 1 % American Indian or Alaskan Native.  
A number of cases were excluded due to missing information or incongruencies in 
responses. These cases included participants who identified as male (n = 12), did not complete 
the SCOFF (n = 4), gave no response beyond the SCOFF (n = 36), identified as clinical but 
screened negative on the SCOFF (n = 8), and identified as non-clinical but screened positive on 
the SCOFF (n = 44). A total of 278 participants were included in the study.  
The final sample consisted of 278 females. As Table 3.1 displays, they ranged from age 
18 to 60 with a mean age of 29 (SD = 10.93) and identified as 86 % Non-Hispanic White, 3.2 % 
Hispanic or Latino/a, .7 % Black or African American, 2.5 % Asian or Asian American, .4 % 
Hawaiian or other Pacific Islander, and .7 % American Indian or Alaskan Native.  
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Table 1 
Sample Demographics 
Age               M (SD) 
          29.00 (10.93) 
 
Ethnicity        % 
American Indian       0.7 
Asian or Asian American      2.5 
Black or African American     0.7 
Hawaiian or other Pacific Islander    0.4 
Hispanic or Latino/a      3.2 
Non-Hispanic White     86.0 
 
 
Initially the clinical and non-clinical groups were made up of two subgroups based on 
whether the participant was given the SCOFF screener before or after the FGRS. However, it 
was found that for both groups, there were no statistically significant differences in the SCOFF 
scores of participants who completed the SCOFF before the FGRS and those who completed it 
after. As a result, the four subgroups were collapsed across order of SCOFF presentation, leaving 
one clinical group and one non-clinical group. 
Hypothesis 1 
The first hypothesis (H1) of this study stated that participants in the clinical group would 
report higher levels of PPGD than those in the non-clinical group. Univariate analysis of 
variance (ANOVA) was utilized to examine PPGD scores between participants in the clinical 
and non-clinical groups. The ANOVA showed a non-significant group main effect, F (1, 278) = 
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1.77, p = .19, !p2 = .006. Out of the 160 participants in the Clinical group, 11.88% endorsed high 
PPGD scores (rating of 3 or 4). Out of the 118 participants in the Non-Clinical group, 10.17% 
endorsed high PPGD scores. These results indicate that the participants did not differ in their 
reporting of experiencing PPGD. The means and percentages of PPGD scores for both groups 
are displayed in Table 2; Low scores (closest to 0) mean no reported experience of PPGD while 
higher scores (closer to 4) mean more reported experience of PPGD. 
 
Table 2 
PPGD Means and Percentages for Clinical and Non-Clinical Groups 
 
Group      n     M (SD)     % 
Clinical   160   .84 (1.22)  11.88  
Non-Clinical   118   .65 (1.14)  10.17  
 
 
Hypothesis 2 
The second hypothesis (H2) suggested that participants who identified as having 
Anorexia would report higher levels of PPGD than participants identifying with Bulimia, Binge 
Eating Disorder, or ED NOS. The ANOVA used to examine H2 showed a non-significant group 
main effect between the four diagnostic categories, F (3, 134) = 1.02, p = .39, !p2 = .022. This 
data shows that participants in the four diagnostic categories did not differ in their endorsement 
of PPGD. Table 3 shows the means of PPGD scores for each diagnostic category. 
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Table 3 
Mean PPGD Scores for Diagnostic Groups 
 
Diagnosis    n      M (SD)    
Anorexia Nervosa   59    .66 (1.15)    
Bulimia Nervosa   25   1.04 (1.43)  
 
Binge Eating Disorder  9    .44 (.73) 
 
ED NOS    45    .93 (1.23) 
 
 
Hypothesis 3 
The third hypothesis (H3) stated that participants in the clinical group would have first 
names that were rated as being more masculine than participants in the non-clinical group. An 
ANOVA demonstrated no significant differences in the femininity-masculinity ratings between 
names of participants in the clinical group and non-clinical groups, F(1, 258) = 1.62, p = .20. 
Table 4 displays the mean name ratings for the Clinical and Non-Clinical groups. 
 
Table 4 
Mean Name Ratings for Clinical and Non-Clinical Groups  
 
Group      n     M (SD)    
Clinical   142   1.77 (.57)    
Non-Clinical   116   1.86 (.54)    
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Chapter 4 
Discussion
 
This study sought to further examine the relational dynamics between women who have 
eating disorders and their parents. A comparison of means did not reveal statistically significant 
findings for Hypothesis 1, which theorized that women with eating disorders would more 
frequently endorse experiencing PPGD. Likewise, Hypotheses 2 and 3 were not statistically 
supported.  
These results may have been influenced by the limitations present in the study. One 
limitation was the means of data collection. Data for this study was gathered through online 
sources only. With internet recruitment, it was not possible to verify an eating disorder diagnosis, 
beyond the participant’s self-report.  Additionally, the survey item asking participants to rate 
their experience of PPGD was asked directly. This may have limited the participants who 
endorsed the item to women who were consciously aware of their experience of PPGD.   
Future research may consider recruiting participants currently in residential treatment for 
eating disorders. This would allow for verification of diagnosis along with information regarding 
severity and duration of symptoms. Additionally, utilization of a structured interview would 
allow for additional processing by participants. One participant from the non-clinical group left 
this comment regarding the question on experiencing PPGD, “I do not remember, but I know I 
have been told before. If they wanted a boy, maybe I am suppressing it.” While these feelings 
may remain unconscious or may not be present, the additional time and dialogue generated 
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through an interview format could yield additional feelings or memories not brought up by 
answering a closed-ended survey question or leaving a brief comment.  
While the data did not reach statistically significant levels, there is clinically significant 
information clinicians can learn from and potentially utilize with eating disordered clients. A 
clinician’s knowledge of potential relational themes can be invaluable to their ability to 
accurately detect unconscious or unacknowledged feelings in their clients. This is especially 
important with clients who have eating disorders, where the client’s inability to identify and 
express one’s own emotions is often a salient issue.  In addition, there are implications for future 
research which may further our understanding of how parental rejection or acceptance is related 
to the development or maintenance of eating disorder symptoms.  
Potential variables impacting the recognition of PPGD could be whether the client is in 
treatment and at what point the survey was taken.  Early in treatment, clients may have higher 
levels of split affect and are likely to be hyper-focused on food and body issues. Therefore, 
clients in the early stages of treatment are less likely to have this type of insight, while clients 
who have been engaged in treatment longer may have a fuller understanding of the etiology of 
their disorder.  Admitting PPGD can be a painful experience and processing it may require 
advanced coping abilities and increased comfort with negative affect.  
Participants were given space to leave any additional comments they had regarding the 
survey question asking about their experience of PPGD. Comments, from both groups, seemed to 
fall into four sub-themes: Gender Affirmation, Neutral, Implicit rejection, and Explicit rejection. 
(All quotes below are from clinical group participants unless otherwise noted.) 
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Statements conveying gender affirmation were presented as either a direct statement from 
a parent or through subjective feelings. One participant recalled, “My 'biological' mum said she 
would've given me back if I was a boy!” Similarly, a non-clinical group participant wrote, “My 
parents have often commented on how, when my mother was pregnant with me, they hoped for a 
girl.” Other participants explained their experience from a more phenomenological perspective, 
such as this non-clinical group member who stated, “Knew dad would have liked a boy but was 
completely happy with me; never felt less loved or anything.” Interestingly, one participant 
described feeling there was a discrepancy between verbal affirmation she received and her 
father’s behavior.  
My parents already had two boys and were hoping for a girl when they had me.  However 
I grew up wanting to be like my brothers.  My dad gave my brothers more attention than 
me as a child, so I wanted to be more like them. Perhaps he just didn't know how to relate 
to me since he was an only child, but I always hated that it felt like he loved them more. 
Some comments made by participants portrayed a sense of neutrality, though not necessarily in a 
detached way, by their parents. For instance, one participant explained, “They did expect me to 
be a boy, but didn't mind that I wasn't - they were just surprised” and another simply stated, “I 
don't think they had a preference!” More than one participant stated that their parents had both a 
boy and a girl name picked out but added that they did not interpret it as a message that their 
parents had a gender preference. One participant described it this way, “I was a surprise and they 
had chosen names for either gender. Not really caring I suppose.” 
Implicit rejection involved non-verbal behaviors which communicated disappointment or 
rejection of the child’s gender. This sometimes came through comparison to a sibling, for 
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example, one participant wrote, “My father treats me like [I am] incompetent because I am 
female. He never questions the similar decisions of my male brother.” Another participant wrote, 
“My father used to treat me like he was disappointed I was a girl my brother came a few years 
later I could see the pride in his eyes he had the boy he had wanted to be the first born.”  
In some cases, participants also mentioned the effect implicit messages of rejection had 
on them. For instance, one participant stated, “My father did [want a boy], apparently, hence 
wanting another child, which made me feel as if I weren't enough.” Another participant 
explained,  
My dad, from whom I always tried to seek approval, would always and still continues to 
extoll my brother despite my brother's less than desirable behavior. He is always talked 
about. I feel that my dad would have loved me more if I were also a boy. 
Similarly, a participant from the non-clinical group wrote, “I struggled with the 
limitations placed on me because of my gender and wished I was a boy for most of my preteen 
and teen years.” 
Explicit rejection involved direct statements of disappointment or rejection of the 
daughter’s gender. Some participant comments came in the form of simple statements such as, 
“My mom wanted me to be a boy, she didn't want to have a girl, and she has told be (sic) about 
this several times” or “I was told by my dad.” However, some were more descriptive, suggestive 
of parental rejection of her gender having become part of her personal narrative. For example, 
one participant explained, “My father did not want to have children at all. My mother was really 
set on having a child. My birth seemed to cause my father to go into a state of depression and 
ultimately let (sic) to their divorce.” A participant from the non-clinical group recalled,  
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I know that my father very much wanted a boy. As a “joke,” my family gave me away to 
my Uncle Jack since Uncle Jack liked daughters and I was a girl. There's even a baby 
photo of me being given away to Uncle Jack that I saw frequently as a child. This story 
was repeated every time I saw the photo. 
These women’s stories are brief but poignant illustrations of the emotional effects 
parental rejection can have. Their comments support the notion that there may be a subgroup of 
ED clients for whom PPGD is a significant part of their clinical picture. Awareness of this 
potential dynamic can provide the clinician with one more tool for diagnosis and treatment.  
Rohner (2004) wrote about Parental acceptance-rejection theory (PARTheory) which 
examines parental rejection in four categories of parental behavior: warmth-affection, hostility-
aggression, indifference-neglect, and undifferentiated rejection. He explained that cross-cultural 
studies have supported the idea that individuals who perceive their relationship with their parents 
to be rejecting tend to develop an identifiable set of personality characteristics. He reported: 
These include (a) hostility, aggression, passive aggression, or problems with the 
management of hostility and aggression; (b) dependence or defensive independence 
depending on the form, frequency, duration, and intensity of perceived rejection; (c) 
impaired self-esteem; (d) impaired self-adequacy; (e) emotional unresponsiveness; (f) 
emotional instability; and (g) negative worldview (p. 830). 
Clusters of traits similar to these can frequently be found in women with eating disorders 
(Fox, 2009; Geller, Zaitsoff, & Srikameswaran, 2002; Haslam, Arcelus, Farrow, & Meyer, 
2012). Rohner (2004) refers to these traits as “the constellation of personality dispositions” that 
can serve to alert clinicians to underlying feelings of parental rejection in their client (p. 837). It 
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is possible that PPGD may be one specific form of rejection which can result in similar 
maladaptive psychological functioning. In this way, further research on the topic of PPGD would 
be beneficial as it has the potential of improving the understanding of the complicated etiology 
and diagnosis of ED. 
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Appendix A 
Informed Consent 
SCOFF 
Family and Gender Role Survey
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Informed Consent 
You are being asked to participate in a research study being conducted by Carolyn Bloye as part 
of a Doctoral dissertation. This research study is investigating eating disorders and families.  
 
Plan and Procedures: If you decide to participate, you will be asked to complete a short 
questionnaire which includes demographic information (i.e. age, first and middle name, etc.), 
some general questions about your family, and some questions about your eating habits. It should 
only take about 10 minutes to complete the survey. 
 
Eligibility Requirements: The eligibility requirements for this study necessitate that participants 
are female, over the age of 18, and have received an Eating Disorder diagnosis of Anorexia 
Nervosa, Bulimia Nervosa, Eating Disorder NOS, or Binge Eating Disorder. 
 
Potential Risks and Discomforts: We anticipate that participation in this study poses no potential 
risks. Some questions are required to complete the survey and will have an asterisk next to them; 
however, if questions that are not marked with an asterisk make you uncomfortable, please feel 
free to skip them. 
 
Potential Benefits: Participation in this study may generate insight into family dynamics that 
have not yet been identified or considered.  
 
Participant Confidentiality and Security of Records: Any information that is obtained in this 
study will remain confidential, and will be known only to the researchers. All names and other 
identifying information will be removed from data prior to statistical analysis. In addition, any 
personally identifying information will be removed or concealed when reporting the study’s 
results in posters or publications. Your completed questionnaires will be kept in a secure place 
and destroyed after seven years. 
 
Voluntary Participation: Your participation in this research is voluntary. If you decide not to 
participate in the study after you have already begun, you may stop at any time. You may 
withdraw from the study at any point, up until the data is entered and analyzed, without penalty.  
 
People to Contact With Questions: The researchers will be available to answer any questions 
concerning this research, now or in the future. You may contact the principle researcher, Carolyn 
Bloye by email at cbloye09@georgefox.edu prior to starting this survey, and after the survey is 
completed. You may also contact the Dissertation Committee Chair, Nancy Thurston, Psy.D., 
ABPP, at nthursto@georgefox.edu. 
 
Consent: I am aware that I have the right to ask questions and receive answers on any questions 
related to this study. I am aware that I have the right to refuse to participate or may withdraw 
from the study at any time. I also realize that all information is strictly confidential. 
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1. I have read and agree to the above terms of participation. 
    # Yes 
 
SCOFF 
2. Do you make yourself sick because you feel uncomfortably full? 
    # Yes 
    # No 
 
3. Do you worry you have lost control over how much you eat? 
    # Yes 
    # No 
 
4. Have you recently lost more than 14 pounds in a three-month period? 
    # Yes 
    # No 
 
5. Do you believe yourself to be fat when others say you are too thin? 
    # Yes 
    # No 
 
6. Would you say that food dominates your life? 
    # Yes 
    # No 
 
Family and Gender Role Survey 
 
7. Name (first and middle only) 
 
8. How old are you? 
 
9. What is your gender? 
    # Male 
    # Female 
    # Transgender 
    # Other (please specify) 
 
10. What is your ethnicity? 
    # American Indian or Alaskan Native 
    # Hawaiian or other Pacific Islander 
    # Asian or Asian American 
    # Black or African American 
    # Hispanic or Latino/a 
    # Non-Hispanic White 
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11. To your knowledge, were you named after anyone in your family? 
    # Yes 
    # No 
 
12. If yes, please list that family member’s relation to you. 
 
13. To your knowledge, were you named after someone outside your family? 
    # Yes 
    # No 
 
14. If yes, whom? (Please indicate the person’s gender) 
 
15. With 0 being "Not at all" and 4 being "Completely", to what extent do you feel that at the 
time of your birth, your parents had desired a boy? (Please check the number that most 
closely represents how strongly you feel, not necessarily how true it may have been.) 
 
#  #  #  #  # 
0  1  2  3  4 
 
16. Do you have any comments or additional information about the above question? 
 
17. Please list any nicknames you have been given by your family. 
 
18. Please list the relation of the family member(s) who gave you the nickname(s). 
 
19. Please fill in the gender and age of any siblings you have. 
 
20. Have you been told by a doctor that or mental health professional that you have an eating 
disorder? 
    # Yes 
    # No 
 
21. If yes, which one? 
    # Anorexia Nervosa 
    # Bulimia Nervosa 
    # Binge Eating Disorder 
    # Eating Disorder Not Otherwise Specified (ED NOS) 
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Appendix B 
Name Rating Survey
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Name Rating Survey 
1. What is your age? 
# 18 to24 
# 25 to 34 
# 35 to 44 
# 45 to 54 
# 55 to 64 
# 65 to 74 
# 75 or older 
 
2. Please indicate your race/ethnicity. 
# White 
# Black or African American 
# Asian 
# Native Hawaiian or other Pacific Islander 
# American Indian or Alaskan Native 
# Other 
 
3. How feminine or masculine is each name? 
 
Very  Somewhat A Little Neutral        A little          Somewhat    Very 
Feminine Feminine Feminine          Masculine        Masculine    Masculine 
#  #  #  #  #  #  # 
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Appendix C 
Ranking of Participant Names in Order of Femininity Ratings 
 
Parental Gender Disappointment and Eating Disorders     35 
 
          n       Min.       Max.        M         SD 
Annalise 12 1 2 1.08 0.289 
Cassandra 12 1 3 1.17 0.577 
Joy 12 1 2 1.17 0.389 
Kathryn 12 1 2 1.17 0.389 
Lily 10 1 3 1.2 0.632 
Carolyn 12 1 2 1.25 0.452 
Sarah-Joy 10 1 3 1.3 0.675 
Suzanne 10 1 3 1.3 0.675 
Victoria 10 1 3 1.3 0.675 
Abby 12 1 3 1.33 0.651 
Bethany 12 1 2 1.33 0.492 
Daisy 12 1 3 1.33 0.778 
Diana 12 1 4 1.33 0.888 
Jennifer 12 1 3 1.33 0.651 
Katherine 12 1 3 1.33 0.651 
Kathleen 12 1 3 1.33 0.651 
Melody 10 1 3 1.4 0.699 
Molly 10 1 3 1.4 0.699 
Rose 10 1 4 1.4 0.966 
Sarah 10 1 3 1.4 0.699 
Stephanie 10 1 4 1.4 0.966 
Tiffany 10 1 3 1.4 0.843 
Virginia 10 1 4 1.4 0.966 
Alice 12 1 3 1.42 0.669 
Alison 12 1 3 1.42 0.669 
Allison 12 1 3 1.42 0.669 
Amy 12 1 3 1.42 0.793 
Brittany 12 1 3 1.42 0.669 
Cassy 12 1 3 1.42 0.669 
Christi 12 1 3 1.42 0.669 
Christine 12 1 4 1.42 0.9 
Emily 12 1 3 1.42 0.669 
Emma 12 1 3 1.42 0.793 
Hannah 12 1 3 1.42 0.669 
Holly 12 1 3 1.42 0.669 
Jessica 12 1 4 1.42 0.9 
Julia 12 1 2 1.42 0.515 
Katharine 12 1 4 1.42 0.9 
Katie 12 1 4 1.42 0.9 
Alyson 12 1 3 1.5 0.798 
Parental Gender Disappointment and Eating Disorders     36 
 
          n       Min.       Max.       M     SD 
Amelia 12  5 1.5 1.168 
Andrea 12  4 1.5 1 
Audrey 12  3 1.5 0.798 
Catherine 12  4 1.5 0.905 
Crystal 12  3 1.5 0.674 
Heather 12  4 1.5 0.905 
Katy 12  3 1.5 0.798 
Kimberly 12  3 1.5 0.798 
Linda 10  4 1.5 0.972 
Naomi 10  4 1.5 1.08 
Natalie 10  5 1.5 1.269 
Rachel 10  4 1.5 0.972 
Rebecca 10  4 1.5 0.972 
Rosemary 10  3 1.5 0.85 
Helen 11  4 1.55 1.036 
Nicole 9  4 1.56 1.13 
Angie 12  4 1.58 0.996 
Chelsea 12  4 1.58 0.9 
Clara 12  4 1.58 0.996 
Elizibeth 12  4 1.58 0.996 
Hayley 12  3 1.58 0.793 
Jill 12  4 1.58 0.9 
Lisa 10  4 1.6 1.075 
Lydia 10  3 1.6 0.843 
Megan 10  4 1.6 0.966 
Melissa 10  4 1.6 1.075 
Michelle 10  4 1.6 1.075 
Noelia 10  3 1.6 0.966 
Samantha 10  5 1.6 1.35 
Valerie 10  4 1.6 1.075 
Elizabeth 11  4 1.64 1.027 
Amanda 12  6 1.67 1.435 
Anita 12  4 1.67 0.985 
Beth 12  5 1.67 1.155 
Danielle 12  4 1.67 0.888 
Elise 12  4 1.67 0.985 
Elise 12  4 1.67 0.985 
Francesca 12  4 1.67 1.073 
Heidi 12  4 1.67 0.985 
Josephine 12  4 1.67 0.985 
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          n       Min.       Max.       M     SD 
Lorraine 10  4 1.7 0.949 
Ruby 10  4 1.7 1.059 
Sara 10  4 1.7 1.059 
Silvia 10  5 1.7 1.252 
Susan 10  4 1.7 1.059 
Ashley 12  4 1.75 1.055 
Carrie 12  4 1.75 0.965 
Cheryl 12  3 1.75 0.965 
Cristina 12  4 1.75 1.055 
Debbie 12  4 1.75 1.215 
Jenae 12  3 1.75 0.866 
Judy 12  3 1.75 0.965 
Katina 12  4 1.75 0.965 
Tamara 9  4 1.78 1.093 
Laura 10  4 1.8 1.033 
Liz 10  4 1.8 1.033 
Mandi 10  5 1.8 1.229 
Mariachristina 10  4 1.8 1.135 
Meridith 10  5 1.8 1.317 
Tiana 10  4 1.8 1.135 
Twylla 10  3 1.8 0.919 
Allie 12  5 1.83 1.337 
Cheri 12  4 1.83 1.03 
Donna 12  4 1.83 1.03 
Ellen 12  4 1.83 1.115 
Jeannette 12  4 1.83 0.937 
JoAnn 12  5 1.83 1.267 
Karen 12  4 1.83 1.115 
Marilyn 10 1 3 1.9 0.876 
Patricia 10 1 3 1.9 0.994 
Clare 12 1 4 1.92 1.165 
Glenda 12 1 4 1.92 0.996 
Kali 12 1 5 1.92 1.505 
Kari 12 1 4 1.92 1.311 
Althea 12 1 5 2 1.206 
Cristi 12 1 5 2 1.348 
Denise 12 1 4 2 1.128 
Erika 12 1 5 2 1.279 
Luann 10 1 4 2 1.054 
Meg 10 1 5 2 1.247 
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          n       Min.       Max.       M     SD 
Courtney 12 1 4 2.08 1.084 
Kendra 12 1 5 2.08 1.379 
Sharon 10 1 4 2.1 1.287 
Stacy 10 1 5 2.1 1.287 
Teleea 10 1 4 2.1 1.101 
Amie 12 1 5 2.17 1.467 
Geneva 12 1 5 2.17 1.403 
Kristen 12 1 4 2.17 1.193 
Kristin 12 1 4 2.17 1.193 
Jami 11 1 6 2.18 1.722 
Leigha 10 1 4 2.2 1.033 
Lois 10 1 5 2.2 1.476 
Stacey 10 1 5 2.2 1.476 
Carol 12 1 5 2.25 1.357 
Kiandra 12 1 5 2.25 1.485 
Sari 10 1 4 2.3 1.16 
Cristen 12 1 5 2.33 1.435 
Lauren 10 1 4 2.4 1.075 
Mercedez 10 1 4 2.4 1.265 
Shaina 10 1 4 2.4 1.075 
Aleta 12 1 4 2.42 1.24 
Bonny 12 1 5 2.5 1.314 
Jackie 12 1 6 2.5 1.624 
Jodi 12 1 5 2.5 1.508 
Jodie 12 1 5 2.5 1.446 
Johnna 12 1 5 2.58 1.443 
Kellie 12 1 5 2.58 1.505 
Rhiannon 10 1 4 2.6 1.265 
Sandee 10 1 4 2.6 1.075 
Danya 12 1 5 2.67 1.231 
Shannon 10 1 4 2.7 1.337 
Lynne 10 1 5 2.8 1.476 
Kelly 12 1 5 2.83 1.586 
Kim 12 1 5 2.83 1.586 
Lyn 10 1 5 3.1 1.595 
Sage 10 1 4 3.1 1.101 
Erin 12 1 6 3.17 1.697 
Rikkie 10 1 7 3.2 1.874 
Mateja 10 1 5 3.3 1.16 
Jaime 12 1 6 3.33 1.923 
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          n       Min.       Max.       M     SD 
Kerice 12 1 5 3.33 1.073 
Ardele 12 1 7 3.58 2.151 
La 10 1 6 3.6 1.506 
Legna 10 1 5 3.7 0.675 
Jonnie 12 1 7 3.75 2.006 
Kusuma 12 1 6 3.92 1.165 
Keegan 12 1 6 4.25 1.815 
Dagny 11 1 7 4.27 1.555 
  1    
  1    
  1    
  1    
  1    
  1    
  1    
  1    
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Appendix D 
Curriculum Vitae 
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CAROLYN S. BLOYE 
 
Phone: (503) 688-8022 
Email: Cbloye09@georgefox.edu 
17168 SW Pacific Hwy # F263 
Tigard, OR 97224 
 
EDUCATION 
 
 Student in Doctor of Psychology (PsyD) Program 2009-Present 
 Graduate Department of Clinical Psychology: APA-Accredited    
George Fox University, Newberg, Oregon 
PsyD degree anticipated May 2014 
 
Dissertation Title: Daughters’ Perception of Parental Gender 
Disappointment and Its Correlation with Eating Disorders 
 
MA Master of Arts, Clinical Psychology  August 2011 
 George Fox University, Newberg, Oregon 
 
MA Master of Arts, Counseling Psychology May 2009 
 Trinity International University, South Florida campus  
Graduated Magna Cum Laude 
  
BA Bachelor of Arts, Psychology      December 2006 
 Florida Atlantic University, Boca Raton, Florida 
 
SUPERVISED CLINICAL EXPERIENCE 
 
Pre-Internship  Sept 2012-Present 
Portland Community College, Sylvania Campus  
Population: Traditional, Non-Traditional, and International students 
 
• Conducting intake interviews for personal and career counseling. 
• Providing short-term, individual personal and career counseling. 
• Providing career assessment using the Myers Briggs Type Indicator and Strong Interest 
Inventory. 
• Conducting risk assessment and intervention for students in crisis. 
• Co-facilitating support/resource group for students who are homeless 
or on the verge of homelessness. 
• Functioning as Teaching Assistant for College Survival and Success 
class. 
 
Supervision: One hour individual and one hour group supervision per week. 
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Supervisors: Tera Hoffman, PhD and Karen Paez, PhD 
Practicum II   Aug 2011-Aug 2012 
Chehalem Youth & Family Services, Newberg, Oregon 
235.5 Intervention Hours, 590.25 Total Hours 
Population: Adult, adolescent and child outpatient community members, and adjudicated 
adolescent residential clients. 
 
Clinical Duties 
• Conducted intake interviews for outpatient clients. 
• Completed diagnostic summary reports after all intakes, including behavioral 
observations, relevant history, 5-Axis Diagnosis, and initial treatment plan. 
• Provided brief and long-term individual therapy to outpatient clients. 
• Ran group therapy sessions for adolescents in residential treatment and teen parents in the 
community. 
• Assisted in organizing a county-wide parenting symposium to facilitate professional and 
community awareness to local resources. 
• Participated in Teen Screen program, assessed for suicidal and homicidal ideation, and 
self-harm in local high schools and made appropriate recommendations. 
 
Supervision: One hour individual and two hours of group supervision per week. 
Supervisor:   Holly Hetrick, PsyD 
 
Practicum I Sept 2010-May 2011 
Warner Pacific College Career & Life Counseling Center, Portland, Oregon 
217 Intervention Hours, 552 Total Hours 
Population: Traditional and Non-Traditional College students 
 
Clinical Duties 
• Assisted in program development of the Caldwell Career and Life Counseling Center. 
• Conducted intake interviews and formulated treatment plans. 
• Provided individual therapy to both traditional students and students in the Adult Degree 
Program (ADP). 
• Assisted in providing assessments to develop disability accommodations including 
ADD/ADHD, PTSD, Personality Disorders and Learning Disabilities. 
• Provided psychoeducation on academic planning, study habits, test taking skills, 
managing anxiety and organization. 
 
Supervision: One hour individual and two hours group supervision per week. 
Supervisor: Denise Haugen, PsyD 
 
Practicum for MA in Counseling    Aug 2008-May 2009 
The Renfrew Center, Coconut Creek, Florida 
402.5 Intervention Hours, 1048 Total Hours 
Population: Adult and adolescent females in inpatient treatment for Eating Disorders  
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Clinical Duties 
• Facilitated process and psychoeducational groups. 
• Provided weekly individual therapy services. 
• Coordinated aftercare services and prepared patients for discharge. 
• Consulted with and presented cases to a multidisciplinary medical and mental health 
team. 
• Completed discharge summaries to be sent to outpatient providers. 
• Ensured physical safety of at-risk patients. 
 
Supervision: One hour individual and two hours group supervision per week. 
Supervisors: Elizabeth Skjoldal, PhD, Melanie Smith, MA, Jaime Long, PsyD 
 
 
RESEARCH EXPERIENCE 
 
Research Vertical Team Member              Jan 2010-Present 
Participating in bi-weekly team meetings to discuss a wide variety of research projects. 
Responsibilities include presentation of dissertation research, consultation on team members’ 
research, development of group papers/presentations, data coding, collecting assessment data, 
and idea generation. 
Supervisor: Nancy Thurston, PsyD, ABPP 
 
Research Team Assistant, Florida Atlantic University          Aug 2004-Dec 2005 
Assisted with data gathered for longitudinal project concerning parent-child and peer 
relationships during childhood and adolescence. 
Lead Researcher: Brett Laursen, PhD 
 
 
PROFESSIONAL POSTERS 
 
DePierre, L. M., Jenkins, D., Buck, C., Thurston, N., (2011, August). Factor analysis of 
diverging supports in maternal mental health. Poster presented at the American Psychological 
Association Annual Convention, Washington D.C. 
 
Jenkins, D., DePierre, L. M., Buck, C., & Thurston, N. (2011, April). Parental support in 
antenatal depression: A factor-analytic study. Poster presented at the Western Psychological 
Association Annual Convention, Los Angeles. 
 
 
VOLUNTEER AND MENTORING EXPERIENCE 
 
Oversight Mentor, George Fox University     Aug 2012-Present 
Functioning as a peer-supervisor to PsyD students in the 
second year of the program, providing consultation and support. 
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Graduate Student Peer Mentor, George Fox University   Sept 2010-Present 
Serving as a mentor to a new graduate student in graduate school 
acclimation and professional development. 
 
George Fox University Serve Day, Juliette’s House   Sept 2010 & 2012 
Worked with team in providing practical help with tasks such as  
cleaning, weeding and office work. 
 
 
COMMUNITY AND UNIVERSITY INVOLVEMENT 
 
Multicultural Committee member      Aug 2012-Present 
Training and Awareness subcommittee George Fox University 
Attending monthly meetings, assisting in planning and securing  
guest speakers, engaging in discussion topics. 
 
Consultation Project, George Fox University            Sept 2011-Apr 2012 
Consulted with Salem Veteran’s Center to aid in assessing need  
for spouses and families of combat veterans suffering from PTSD. 
 
Parent Advice Line, George Fox Behavioral Health Clinic           Oct 2011-June 2012 
Provided parenting skills training on a variety of topics to callers. 
  
Victim’s Advocacy Course, University of Central Florida           Oct 2002 
Received training on supporting and advocating for women throughout  
the reporting period following victimization. 
 
 
TRAINING IN DIVERSITY 
 
Best Practices in Working With Transgender Clients   Oct 2012 
Erica Tan, PsyD 
 
Assessment and Treatment of Anger, Aggression & Bullying  June 2012 
in Children and Adults 
Annual Northwest Psychological Assessment Conference  
Ray DiGiuseppe, PhD 
Joel Gregor, PsyD 
 
Cross-Cultural Psychological Assessment     Nov 2011 
Tedd Judd, PhD 
 
Best Practices in Working With GLB Clients    Feb 2011 
Jennifer Bearse, MA 
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Best Practices in Multi-Cultural Assessment    Oct 2011 
Eleanor Gil-Kashiwabara, PhD 
 
Current Guidelines for Working With GLB Clients   Mar 2010 
Carol Carver, PhD 
 
 
PROFESSIONAL AFFILIATIONS AND MEMBERSHIPS 
 
American Psychological Association, Student Affiliate   2008-Present 
 
American Psychological Association, Division 35, Student Affiliate 2012-Present 
Society for the Psychology of Women 
 
American Psychological Association, Division 44, Student Affiliate 2012-Present 
Society for the Psychological Study of Lesbian, Gay, Bisexual, and 
Transgender Issues 
 
American Psychological Association, Division 51, Student Affiliate 2012-Present 
Society for the Psychological Study of Men and Masculinity 
 
 
REFERENCES 
 
Nancy Thurston, PsyD, ABPP 
Professor, Dissertation Committee Chair 
George Fox University, Department of Clinical Psychology 
422 N Meridian St, Newberg OR 97132 
(503) 554-2376 
nthursto@georgefox.edu 
 
Holly Hetrick, PsyD 
Licensed Psychologist/Supervisor 
Chehalem Youth & Family Services/Chehalem Counseling Center 
501 E First St, Newberg, OR 97132  
(503) 538-4874 
hhetrick@cyfs.net 
 
Denise Lopez Haugen, PsyD 
Licensed Psychologist/Supervisor 
Warner Pacific College, Career & Life Counseling Center  
2219 SE 68th Ave, Portland, OR 97215 
(503) 517-1119 
dhaugen@warnerpacific.edu 
